Engaging community members in research can help cultivate effective partnerships while providing experiential training and continuing education opportunities. Several studies have involved communities in this way, though many have been small in the scale of community involvement or have included little detail of the institutional review board process by which community members became approved researchers in the study. This article presents findings on an evaluation of the training procedures and experiences of 703 first-time community-based volunteer researchers who were recruited in their communities and trained on-site to enroll research participants, collect data, and provide individualized consultation of results at travelling health education and research fairs. Open-ended registration prompts and postfair surveys assessed volunteers' reasons for participating, comfort with their volunteer experiences, and attitudes toward the biomedical research process. An open-ended survey assessed two key community partners' perspectives about their organizations' involvement with supporting the research throughout the process. Volunteers reported their experience to be a unique training opportunity, citing its ability to help them engage with their community, advance research, and obtain additional experience in their health field of interest, particularly nursing, allied health, and medicine-related careers. Community partners cited that their community's participation as volunteer researchers served as a tool to educate the larger community about research, which enabled other research projects to gain acceptance. Together, these results demonstrate that using volunteer researchers can strengthen community research partnerships while providing valuable training experience in public health research for current and aspiring health personnel.
Background
Community involvement in the collection of public health research data represents a great need and opportunity. There is a rapidly growing demand for informative research data as the public increasingly relies on data to make health decisions, including at the patient level to inform medical decisions (Alston et al., 2012) and the community level to guide programmatic efforts related to health promotion (Butterfoss, 2006) . Although the collection of research data is often assumed to be the realm of formal researchers, there is growing momentum for involving communities in the process of obtaining community-level data needed to guide public health efforts (Ahmed & Palermo, 2010) . As such, community members and researchers alike need appropriate education and training when collecting local data on human subjects (Ahmed & Palermo, 2010) , particularly as policies, practices, and settings change over time (Cauley et al., 2001) . Engaging community members in the conduct of research has been shown to support research partnerships 601119P HPXXX10.1177/2373379915601119Pedagogy in Health PromotionMarriott et al. by capitalizing on diverse skills and resources, improving the quantity and quality of research, and building community capacity to deal with local health issues (Israel, Schulz, Parker, & Becker, 1998; Viswanathan et al., 2004) . Likewise, it is important to build the capacity of both traditionally trained researchers and public health workers who want to pursue community-engaged research (Israel et al., 1998) . Reports forecast a shortage of public health workers coupled with a rise in need in the coming years (Beck & Boulton, 2012) . Beck and Boulton (2012) summarize key recommendations from the 2005 Institute of Medicine report that call for "developing innovative workforce recruitment strategies" and "providing continuing education training and educational advancement opportunities for the current workforce" (Health Resources and Services Administration, 2005, pS9) . Communityengaged public health research provides an opportunity to engage and train new stakeholders in public health, including students at the community college and undergraduate levels seeking opportunities to expand their practical experience and guide their career plans. Current health professionals can also use these experiences for continuing education and experiential research training that enables them to balance their skill sets and/or progress into new fields.
Schools often use experiential learning and service learning to expose their students to new environments, help translate classroom-based learning into practice, and apply recently acquired knowledge and skills in an immediate and relevant setting (Cashman & Seifer, 2008; Cauley et al., 2001) . This approach has been successfully used to introduce undergraduate students to public health (Cashman & Seifer, 2008; Yang, Woomer, & Matthews, 2012) and is frequently used by medical schools, colleges of nursing, and allied health programs to provide students with clinical training in institutional and nonhospital settings (Cauley et al., 2001) . While most health-related programs integrate these educational experiences into the curriculum, fewer have included a research training component to increase the capacity of students to conduct public health research (Reardon, 1998) . While incorporating research has become more common in recent years (Del Fabbro, Mitchell, & Shaw, 2015; Florence & Behringer, 2011; Krumwiede, Van Gelderen, & Krumwiede, 2015; Martinez et al., 2012; Ozer & Wright, 2012; Rosing & Odoms-Young, 2015) , it remains nonuniversal across health profession curricula. Participatory action research (PAR) is an important form of service learning (Reardon, 1998 ) that focuses on the information and analytical needs of a community in order to "improve health and reduce health inequities [by] involving the people who, in turn, take actions to improve their own health" (Baum, MacDougall, & Smith, 2006, p. 854) . Data from participants guide subsequent actions to benefit the health of the community (Baum et al., 2006; Minkler, 2000) . Furthermore, as barriers and facilitating factors in the built environment can influence these data-guided actions, PAR serves as an important experiential learning opportunity in translating research into practice for students and community members alike.
Several studies have described community members performing aspects of a research protocol, such as recruiting participants or collecting data as part of community-engaged research (Fudge, Wolfe, & McKevitt, 2007; Viswanathan et al., 2004) . However, the number of community members, role of community members (typically administration of surveys), and project duration have been limited. Furthermore, evaluation of community member attitudes toward conducting such research is surprisingly scarce (Rowe, 2006) . Our previous work described an interactive health education and research program that has engaged over 14,000 individuals in health-based research since 2007 . The mobile nature of this program, combined with its rapid growth, required a transition from relying on university-based health researchers to involving community members in the conduct of human subject research. This article presents findings of the evaluation of this transition, including the recruitment, training procedures, research experiences, and attitudes regarding biomedical research among several hundred students, community members, and health professionals who volunteered to conduct human subject research in their own communities. The application of this work for experiential learning, PAR, and classroom-embedded service learning projects offers an innovative way to provide new and continuing education opportunities that support public health workforce training in communityengaged research.
Method

Research Context and Setting
Based out of Oregon Health & Science University (OHSU; Portland, Oregon), Let's Get Healthy! implements local health fairs that consist of a collection of mobile education and research stations dealing with lifestyle and chronic disease . The program debuted in 2007 to increase public awareness of biomedical research and demonstrate how public participation in research can advance biomedical science Carney et al., 2009; . The program is governed by the university institutional review board (IRB, No. 3694) with data managed under biorepository protocol No. 7068. Local health fairs were held in communities and schools, typically in school gyms, with research procedures described previously . Briefly, for each fair, community or school organizers selected the interactive health stations that were available based on the needs and goals of their audience. For example, available stations included computerized assessments of health (e.g., diet, sleep, cancer risk, and memory) that delivered validated surveys to the participant and calculated scoring to return immediate, tailored feedback; clinical data collection (e.g., blood pressure, blood chemistry, body composition; with volunteerdelivered feedback based on national recommendations); biospecimen collection (e.g., salivary specimens for genetic analysis, with volunteers describing reasons and process for collecting specimens as well as lay descriptions for how the specimens would be used in research); and interactive education-only exhibits related to nutrition and physical activity. On the day of the fair, interested individuals visited the entry station where they received an information sheet and could verbally assent to participate in the anonymous research study. Assenting participants received a wristband imprinted with a random eight-digit barcode that they scanned at each station they visited. The barcode allowed an integrated computer program to (1) automatically and anonymously link all data collected from the participant, (2) deliver tailored surveys and content based on age and gender, and (3) return feedback tailored to the participants' age, gender, and results. Gender was specifically selected over sex to reflect cultural competency in community and school settings, with subsequent studies supporting this initial decision in that transgender children identify with their expressed gender more closely than their natal sex (Olson, Key, & Eaton, 2015) . Through March 2014, a total of 14,050 members of the public enrolled as anonymous research participants, and 599 enrolled in one of two longitudinal cohort studies (IRB No. 7542 and No. 8515) . The resulting data are available in summary form on a public website and in raw form (on request and submittal of a data use agreement) to enable both scientific advancements and public exploration to support health promotion efforts. This health information technology infrastructure was awarded the 2015 Technology Award from the Society of Public Health Education. To date, the data have been used by the following:
• • Scientists to study relationships among health variables (Chin, Lasarev, Marriott, & Shannon, 2012) ; to serve as population-based healthy controls for anthropometric and DNA-based studies and clinical trials (Purnell et al., 2014) ; to provide baseline and follow-up data for longitudinal studies (Domenico et al., 2012; Shannon, 2011) ; to pilot test new research protocols for use in community settings (Piper, 2011) ; and to evaluate the impact of health promotion efforts on public attitudes toward biomedical research • • Graduate students for thesis projects; classroombased research projects (to teach research methods, data analysis, etc.); and training of health professions students (e.g., nursing, allied health) using service learning projects to teach clinical interaction with patients and PAR projects (Reardon, 1998) using the data after the fair to inform efforts and promote understanding of how public participation in research can improve health • • Communities and public health offices for needs assessments in rural communities; successfully funded grants to improve the built environment (safe routes to school); surveillance data for public health offices about the nutritional habits and health outcomes at school districts in their region; and policy decisions • • Schools for successfully funded grant applications to build school gardens; instruction in advanced placement statistics classes using the school's own health data set; for Intel International Science and Engineering Fair student projects; and for schoolbased projects about research methods, healthy choices, and health advocacy
Incorporation of Community Volunteers as Researchers
The first eight Let's Get Healthy! fairs (July 2007-October 2009) occurred in the Portland metropolitan area and were staffed by university researchers who volunteered their time. As requests for fairs accumulated, the program required additional staff to reach a wider geographic region. Program personnel met with the university IRB to discuss engaging community members as volunteer researchers, citing the need for human resource support and describing the roles of volunteers. It was envisioned that volunteers would (1) manage the enrollment process at the entry station, take measurements, and assist research participants; (2) manually enter data and provide brief, tailored consultations to participants at stations where these processes did not occur automatically; and (3) help with setting up fairs, directing traffic, and providing interpretations for non-English speakers as necessary. As such, they would be integral contributors to the research process. IRB endorsed these roles based on their previous experience with community-based participatory research studies. IRB stipulated that (1) only adult volunteers (≥18 years old) be allowed to conduct research activities (i.e., participant enrollment, data collection, and consultation), whereas volunteers of all ages could assist with logistics or education-only components; and (2) all volunteers complete Responsible Conduct of Research (RCR) training in order to work with human subjects. These procedures, approved to be performed on-site and overseen by Let's Get Healthy! staff, were incorporated in February 2010. An additional level of protection for volunteers and research participants, suggested by IRB and integrated in July 2010, was for volunteer researchers to complete an Individual Investigator Agreement (IIA) on-site prior to interacting with research participants. This document, presigned and approved by the IRB, covered each volunteer as a collaborative individual investigator under the university's Federalwide Assurance, an agreement that provides ethical oversight for government-funded research (Cartwright, Hickman, Bevan, & Shupert, 2004) .
Volunteer Recruitment
Volunteers were recruited by sending flyers and informational e-mails about the fair to community stakeholders (e.g., health event collaborators, health-related faculty at local colleges, and student organization representatives at local colleges). These stakeholders then distributed the information using their local channels (i.e., e-mail, flyers, and reaching out to colleagues and friends). In two communities, Community Health Improvement Research Partnerships (McGinnis et al., 2010) were already established, making it easier to recruit volunteers since community members were already familiar with research. Interested volunteers were directed to an online sign-up form, created on a free site (www.wufoo.com). Volunteers entered their contact information, selected options to indicate their availability and station preferences, and described their education and/or background through an open-ended prompt. Let's Get Healthy! staff assigned volunteers to stations based on their availability, expertise, and preferences. Volunteers could also request to be notified of future events in their region(s) of interest, thereby providing a pool of volunteers from which to recruit for future events.
Volunteer Training
Registered volunteers were e-mailed an information packet a week before each fair, which reiterated event time and location, provided a station/shift schedule, and explained on-site training procedures. All volunteers underwent mandatory training prior to interacting with any fair participants. Training involved three components. First, volunteers signed in and completed an IIA form. Second, once all volunteers arrived, the group attended a 5-to 10-minute RCR session, provided verbally by Let's Get Healthy! staff with supporting material provided in a paper packet (see Supplemental Table 1 , available online at php.sagepub. com/supplemental). This RCR training included the same content required for training of university-based research employees, though it was modified with IRB approval to be specific for community-based research. For example, more time was spent discussing why IRBs exist and how they govern research, rather than how to report financial conflicts of interest when working in a laboratory. The RCR training included general research concerns (i.e., ethics and responsible data collection) and concerns specific to Let's Get Healthy! (i.e., participant anonymity, privacy, and different rules when including children in the research). Third, volunteers received specialized training at one or more stations, with learning objectives and performance expectations (described in Appendix A). Station training took approximately 30 min (60 minutes for those doing blood chemistry) and was administered by Let's Get Healthy! staff, with a paper packet available at stations to reiterate instructions and convey answers to frequently asked questions from previous fairs. The entire training took 60 to 90 minutes, and shift durations were typically 3 to 5 hours. Most fairs had at least two shifts. In these cases, Let's Get Healthy! staff staggered shift schedules to overlap by at least an hour. Shift staggering allowed Let's Get Healthy! staff to train the second shift, who then shadowed the previous volunteers prior to reversing roles (where the new volunteer ran the station with guidance from the previous volunteer). Let's Get Healthy! staff walked through the stations throughout the fair to observe, instruct, and answer questions, with walkie-talkies facilitating communication in larger settings.
Integration of Partner Programs
In locations with local colleges, Let's Get Healthy! staff e-mailed health-related faculty (e.g., nursing school, public health programs, etc.) about opportunities for their students' involvement. Faculty offered support to various extents-from forwarding recruitment e-mails to students, to offering extra credit for participation, to integrating the experience into existing coursework. Most chose to forward the e-mail, with some indicating that they would like e-mail confirmation after the fair to award extra credit. One nursing school faculty member (L. Choate, coauthor) asked to integrate the opportunity into her students' first semester, which focused on health promotion. She worked with Let's Get Healthy! staff by e-mail to communicate available stations and expectations to students, having them keep a journal of their perceptions of research and their actual experiences before and after participating. Likewise, some communities had health promotion and/or research programs already ongoing that were led by a local individual (e.g., J. Smith, coauthor). These individuals served as primary contacts for fair preparation and were e-mailed in March 2014 with 13 open-ended questions about how they heard about the program, their reasoning for integrating the program into their larger efforts, initial hesitations about research participation, how they prepared and monitored volunteers on their end, and the lessons they learned after the event. Qualitative feedback was returned within a week and integrated into results, with both program partners serving as coauthors.
Volunteer Database
A comprehensive volunteer database was compiled retrospectively for the 61 fairs that occurred from 2007 to 2014. As some small events were run solely by Let's Get Healthy! staff (n = 17), only fairs that used communitybased volunteer researchers were analyzed (n = 44, March 2010-March 2014). Records included names, station/shift schedule, IIA completion, and event attendance. To ensure proper representation, only data from first-time volunteers confirmed to be present at the fair were included in the analyses. Volunteer backgrounds were coded from IIAs and the registration prompt "Please tell us about yourself. Are you a community member? A local health professional? An OHSU student, faculty, or staff?" Volunteers described if they were a student or already working, with fields coded accordingly. "Allied health" included nutrition, physician assistant, medical assistant, certified nursing assistant, dental hygiene, paramedic, emergency medical technician, and radiation therapy programs. "Nursing school" included LPN (licensed practical nurse), BSN (bachelor of science in nursing), and RN (registered nurse) degree programs. "Medical school" represented doctoral programs that administered health services, including MD (medical doctor), DO (doctor of osteopathy), PharmD (doctor of pharmacy), DC (doctor of chiropractic), and DMD (doctor of dental medicine) degree programs. "Health: graduate school" referred to master's programs (e.g., public health, nutrition) and PhD biomedical programs (e.g., genetics). "Health: other" included alternative medicine and related health programs. "Health professionalresearch" included study coordinators, laboratory staff, and scientists. "Health professional-other" included administration, caregiver, personal trainer, and counselor professions. Self-reported educational degrees and college majors of first-time volunteer researchers were tabulated from prefair registration and IIA sources. Many volunteers listed multiple degrees, the highest of which was coded. For college major, "Biological science" included biology, biochemistry, neurobiology, animal biology, biopsychology, and so on. Many students described themselves on a "premed" career path; thus, a "premedicine" major was tallied if such coursework was being taken but no other major was listed. "Premedicine" also encompassed coursework leading to predoctor of osteopathy/chiropractic, predentistry, and preveterinary medicine. "Nonhealth" included social science majors including psychology, sociology, and urban studies as well as business, education, and fine art majors.
Career aspiration was also tallied for those who provided it, unprompted, which was coded using the same categories as those described above for volunteers' backgrounds. Individuals who described their job without indicating a further career aspiration were categorized as "Already in desired career." If a job was listed where a career change is likely but was not described (e.g., "research assistant" or "graduate school"), career aspiration was coded as "Not specified."
For qualitative coding, two coders used a fully crossed design to code highest degree, volunteer background, college major, and career aspiration. Interrater reliability was assessed using Cohen's kappa (Hallgren, 2012; 0.92, .082, 0.90, and 0.90, respectively) , with codes subsequently discussed to obtain 100% agreement.
Evaluation Procedures
Postfair feedback was solicited from volunteers through an anonymous online survey (SurveyMonkey). Within a week after each fair, a thank you e-mail with survey link was sent to all volunteers who attended. No incentives were provided for completing the survey, and no reminders were sent. The survey remained open for ~1 month after each fair and included 73 questions about volunteers' reasons for volunteering, comfort and frequency talking with the public, and attitudes regarding training procedures. Open-ended prompts asked volunteers about reactions to the volunteer experience and ways to improve the program. Information on demographics (gender, age range, race, ethnicity), prior experience volunteering with Let's Get Healthy!, and prior participation in human subject research was collected. Backgrounds were coded from "What is your background? (Please select all that apply)." Possible responses were "Community Member," "Health Professional," "Student," and "Other (please specify)." Consistent with prefair sign-up coding, self-identification as a "Health Professional" or "Student" superseded identification as a "Community Member." Only surveys from first-time volunteers were included in statistical analyses.
Statistical Analyses
Analyses were conducted using IBM SPSS Statistics, Version 22. Likert-type scale responses were converted to a numeric scale (e.g., strongly disagree = 1 to strongly agree = 5). Frequency responses of never, once or twice, sometimes, and very often, were collapsed to never, or once or more for statistical analyses. Responses of "N/A" and blank entries were not included in statistical analyses. Data were visualized using parametic outputs (e.g., mean, standard deviation), though the actual statistical tests were conducted using nonparametric tests. Specifically, Pearson's χ 2 and nonparametric tests (Mann-Whitney U and Kruskal-Wallice H) were used for statistical comparisons. While parametric tests are frequently used to analyze Likert-type scale data, there have been concerns raised in the literature that such tests are inappropriate, as Likert-type scale responses represent a discrete distribution in which the intervals between categories are not necessarily equal (Jamieson, 2004) . However, Norman et al. (2010) asserts that parametric tests are appropriate for Likert-type scale data, particularly for Pearson correlations and regression analyses. Nonparametric test were used for the following analyses for two reasons: (1) nonparametric tests are often considered more statistically conservative (Jamieson, 2004; Norman, 2010) , and (2) these analyses were designed not to make a stringent statistical differentiation among responses but instead to depict general trends. Treating the responses as continuous as described above allowed for an illustrative display of central tendency and dispersion in the responses to each prompt while maintaining conservativeness when interpreting our results.
Results
Background of Let's Get Healthy! Volunteers
A total of 703 community-based individuals volunteered with Let's Get Healthy! between 2010 and 2014 ( Figure 1) , with 621 volunteers signing an IIA since its integration in July 2010. Volunteers included 397 students (56.5%), 152 health professionals (21.6%), 83 community members (11.8%), and 30 individuals concurrently a health professional and student (4.3%). The remaining 41 volunteers were of unknown background (5.8%). Undergraduate (17.2%) and nursing students (14.4%) were most numerous; reported backgrounds of all volunteers can be seen in Figure 2 . Volunteers' self-reported highest level of education was as follows: Less than high school (4.4%), high school diploma (32.3%), associates degree (4.8%), bachelor's degree (28.0%), master's degree (9.4%), doctoral degree ( Unprompted, 531 volunteers (76%) described their career aspirations. Students represented 286 of these 531 responses, with 99% of these students (n = 283) reporting aspiring to a health career (Figure 2) . Health professionals and community members represented 145 and 71 responses, respectively. Most health professionals (93.1%) and community members (88.7%) were already in their desired career; however, 6.9% and 9.9%, respectively, reported aspiring to advancing their degree or changing their career path to a different health career. The 29 remaining responses were from individuals representing concurrent students and health professionals (e.g., an associate's degree nurse working in clinical care while concurrently in school to obtain a bachelor's degree). The career trajectory for each volunteer background is illustrated in Figure 2 , with boxes and line weights are proportional to the percentage of respondents in each category. In openended prompts, volunteers of all backgrounds cited that their participation with Let's Get Healthy! served as a unique training opportunity to obtain additional experience in their health field of interest. This feedback was corroborated by the fact that most (56.7%) of the 30 "health professional and student" volunteers were already nurses but working toward advanced nursing degrees and looking to obtain additional experience.
Volunteer Evaluation
Anonymous postfair surveys were completed online by 182 first-time volunteers, representing a 25.9% survey response rate. Respondents were 82.4% female, represented a broad distribution of ages, and were of several races. Ages represented included <18 years (1.8%), 18 to 22 (18.1%), 23-30 (34.9%), 31 to 40 (13.3%), 41 to 50 (14.5%), 51 to 60 (10.8%), and >61 (6.6%). Volunteers were predominantly Caucasian (68.1%); other races included Asian (9.3%), more than one race (7.7%), American Indian or Alaskan Native (1.1%), Black or African American (0.5%), and Not sure/No answer (13.2%). Most volunteers were non-Hispanic/Latino (84.6%), with 4.4% reporting a Hispanic/Latino ethnicity and the remainder indicating "Unknown/No answer." Respondent backgrounds included 73 students (40.1%), 40 health professionals (22.0%), 37 community members (20.3%), 16 individuals concurrently health professionals and students (8.8%), and 16 individuals of unknown background (8.8%). As the postevent survey was anonymous, it is unknown which prefair sign-ups correspond with which postfair survey responses.
Volunteer backgrounds differed between preevent signups and postevent surveys, χ 2 (3) = 29.66, p = .0001, with the proportion of students completing the postevent survey being underrepresented while health professionals and community members were overrepresented, compared to the proportions that volunteered.
The strongest reported reasons for volunteering related to the appeal of Let's Get Healthy! (Figure 3A , top three items), including it being "interesting," "fun," and "used to advance medical science." There was also moderate agreement with statements regarding the opportunity to Note. Boxes and line weights are proportional to the percentage of respondents in each category. Subcategories (e.g., community college students; health professional nurses) have line weights that total 100% for that subcategory. Color version is available online as Supplemental Figure 1 (see php. sagepub.com/supplemental) work with the local public (middle two items). By contrast, the majority of volunteers disagreed or strongly disagreed with statements regarding the influence of friends and family members (bottom three items) as reasons for volunteering.
As a whole, survey respondents consistently agreed with positive statements encompassing the entirety of the volunteer process, from registration to training to the actual event ( Figure 3B ). Nearly all respondents (95.6%) strongly agreed or agreed that they felt well trained to do their station, and 95.2% said they would volunteer again. There were few instances overall in which a respondent disagreed or strongly disagreed with a positive statement about the volunteer experience (n = 9 of 1,339 total responses). Dissenting opinions were often elaborated in open-ended comments (e.g., "I would have liked the training to be more formal."). Open-ended comments also revealed statements such as these: "Thank you for the opportunity to help . . . this is an excellent resume building opportunity . . ." and "The fair is a great idea and there should be more like it." Many (42.8%) offered ways to improve the program, many of which have since been incorporated (i.e., health feedback handouts, graphic displays, and use of walkie-talkies).
Fewer than half of first-time volunteers (44%) indicated prior participation in a human research study, referring to themselves participating in a human subject research study. The type of human subject research was not asked (e.g., psychology survey vs. clinical trial, etc.), though a higher proportion of health professionals Note. Reasons for volunteering (A) and assessment of the volunteer experience (B) are represented as means ± 1 standard deviation and ordered based on level of agreement (A) and chronology of the experience (B). Prompts marked with (∧) were added 6 months later than the other prompts and therefore have fewer responses. The number of responses to each prompt is indicated on the right.
reported having prior experience (65.7%) than students (33.8%) or community members (27.8%), χ 2 (2) = 13.6, p = .001. Compared to individuals who had not previously participated as a human subject, individuals with prior experience were more comfortable discussing with the public the rules (U = 1,704.5, p < .02) and reasons (U = 1,425.0, p < .005) for involving humans in research. Volunteers who reported greater comfort discussing research topics with the public were also more likely to engage in discussions than those reporting lesser comfort (Figure 4 ; all p < .001). Neither volunteer background nor training rating ("I felt well-trained to do my station") affected reported comfort or discussion frequency, with the exception of health professionals more frequently discussing what "anonymous research means," χ 2 (2) = 6.2, p < .05. Volunteers' rating of feeling "well-trained" was also not affected by fair audience (school vs. community site) or the type of research being conducted (anonymous cross-sectional vs. longitudinal cohort data).
Program Partner Feedback
Partner feedback highlighted the fair's unique experiential learning opportunities. Mr. Smith indicated that his community's participation as volunteer researchers "served as a tool to educate the larger community about research" and that their community's participation "helped to make other research projects more accepted." Likewise, Ms. Choate, a nursing school partner at a community college who integrated the opportunity into her students' coursework, offered that the experience provided an "opportunity for [her] nursing students to apply health promotion theory learned in nutrition and nursing courses to a local [fair] that would benefit women in the community." She reported that their nursing program is "always looking for ways to apply theory from class to clinical settings" and "when studying health promotion and research theory, it's more challenging to find clinical sites of value. These fairs provided that opportunity." Ms. Choate used the fair as a mandatory training experience for her students, who received clinical hours that went toward the 120 hours required per term. When asked about students' responses following the fair, Ms. Choate responded, Students were very excited about this project, for a variety of reasons. Not all nursing students see themselves employed in acute care hospital settings and this provided an opportunity to see health promotion activities as a possible future career choice. Some have a strong interest in public health nursing, and this opened up ideas about possibilities in that avenue.
At the fair, Ms. Choate asked questions of her students to facilitate "learning moments" that developed a better student understanding of what was being assessed, what education was being provided to participants, and an overall understanding of the research project and health fair. After the fair, class time was spent reviewing the entire experience from several angles-what students learned, what questions were asked by the participants, what emerged as being important, as well as the value and challenges of research in community settings. She Figure 4 . Volunteers who reported greater comfort discussing research topics with the public were more likely to engage in discussions (Mann-Whitney U, all p < .001).
Note. Sample sizes and percentage of volunteers who discussed each item: Rules (n = 134, 63.4% discussed), reasons (n = 128, 51.6%), anonymous (n = 134, 59.7%), and private (n = 131, 56.4%).
highlighted that despite having training in the field, some volunteers lacked the confidence to give advice (e.g., "Yes, your blood pressure is of concern and needs follow up"), a sentiment echoed by Mr. Smith. Finally, Ms. Choate offered insight that second-year nursing students were more comfortable with the experience, especially with interacting with fair participants and answering questions that came up. They were more engaged. With better preparation on our part, we could have made this more valuable for our first-year students.
She added that in our department review of this project as a learning tool, this health promotion project would be an ideal first-year nursing experience, as health promotion is generally addressed in the first year, with acute nursing care taught in the second year.
Discussion
The inclusion of community volunteers as integral contributors to the human subject research activities of Let's Get Healthy! has been highly successful since its integration in March 2010. Community-based volunteers have enabled the research program to travel to remote areas for extended periods of time, previously unfeasible with research staff alone. Engagement of community members as volunteers facilitated comfort that enhanced research participation and interest among other community members. For example, in April 2010, there were two volunteer shifts working the genetics station, with the first shift staffed by the local middle school physical education teacher and the second shift staffed by a premed college student who drove 3 hours each way to volunteer. The morning shift was steadily busy as community members recognized and came to talk with the teacher, who explained the research and how their donated saliva sample would be used for future research. In comparison, the afternoon was quiet despite the volunteer's eagerness and extensive coursework in biology and genetics. While station traffic could have been affected by several other factors (e.g., participants being tired and going home in the afternoon), similar observations have been observed over the years across times of day and stations. Thus, it remains a viable possibility that the involvement of community-based volunteers may facilitate an opening dialog about current and future research in ways that may be more challenging for outsiders. The notion of facilitating comfort with research was also evident in school-based fairs, where parents volunteered as a way to better understand the research in which their children were engaging. Many volunteer researchers also personally participated in the research stations during their breaks or after their shifts.
Community engagement efforts extended beyond recruitment and data collection, as the volunteers and program partners were involved in guiding the research, designing the evaluation, evaluating the training, and providing statistical analyses to support PAR outcomes. For example, Madras, Oregon's community research program (Community Health Improvement Research Partnerships; McGinnis et al., 2010) guided the design and wording of the postfair survey used in this study since its inception in 2009. Likewise, volunteers at all sites offered advice and suggested changes to facilitate interaction with the public in their communities (e.g., removing white lab coats in some settings, better methods for increasing privacy when obtaining waist circumference, offering suggestions to increase research visibility or local resources for participant follow-up care, etc.). Several have volunteered with Let's Get Healthy! after the fair to implement their ideas. For example, three education graduate students developed materials for parents as part of a semester project, with guiding questions parents could ask their children about the fair. Several others have requested the resulting anonymous data to create summary reports for use by communities or schools for presentations or grant applications. Future goals are to develop a matchmaking system for connecting community partners with interested students, thereby representing another level of PAR and service learning that can be integrated into internships or coursework.
Both Ms. Choate and Mr. Smith highlighted that some volunteers felt uncomfortable giving health advice. Thus, having an advanced degree or professional training in a health field must not be considered sufficient for education, as supplemental training and frequent check-ins by program staff are needed to facilitate volunteer researcher comfort in order to provide consistent information to research participants. This notion is supported by Figure  4 , which highlights that volunteers who reported greater comfort discussing research topics with the public were also more likely to engage in discussions. Volunteer background did not affect comfort or discussion frequency of most topics, suggesting that additional education is important for all types of volunteers. However, any interpretations must consider the possibility of selection bias, as volunteers who liked their experience may have been more likely to complete postfair surveys. Future efforts are underway to tailor the volunteer training based on the learning preferences of volunteers, with formative efforts discussed with volunteers during breaks who ask guiding questions and offer suggestions. Efforts to integrate the volunteer training and research experience into an extended service learning project are also already underway, as Ms. Choate has worked with program staff since 2012 to integrate and guide station materials, procedures, and evaluation outcomes to optimize the experience for her students.
To date, IRB issues related to this project have been infrequent, but they nevertheless have influenced the subsequent conduct of the program. A parent concern in November 2010 about methods for communicating body composition results to children (at the time, providing feedback based on Centers for Disease Control and Prevention guidelines) prompted a year of work with concurrent teams of (1) our expert advisory panel (consisting of a pediatrician, endocrinologist, child psychologist, and middle school teachers); (2) our parent advisory board; and (3) adolescents participating in the study who helped revise materials and training guidelines iteratively. The final version of the handout (which retained the age-and gender-specific healthy ranges specified by Centers for Disease Control and Prevention but did not categorize individuals students' body composition and did not include a location where children could write down their results to later compare with peers) was approved in March 2012 and has been well received with >5,000 adolescents without incident since. Future areas for IRB discussion will include how to train volunteers remotely to ensure fidelity of training procedures when research materials are loaned to other universities, communities, or schools for extended periods of time and Let's Get Healthy! staff may not be on-site for daily trainings and observation. Many organizations holding a Let's Get Healthy! fair have inquired about its return to assess health changes over time, in the presence or absence of intervention. Likewise, two other universities have requested replicas of education-only exhibits to implement in their regions. The success of the program and its health informatics infrastructure for stimulating interest in longitudinal population-based research has been a very promising outcome, though it will be critical to plan for additional safeguards for both human subjects and volunteer researchers should the program be expanded in scope or geography.
Overall, volunteers reported their experience to be a unique training opportunity and cited its ability to help them engage with their community, advance research, and obtain additional experience in their health fields of interest, particularly nursing, allied health, and medical careers. It is important to remember that medical careers are not limited to MD degrees but also comprise doctoral degree programs in pharmacy, osteopathy, chiropractic, and dentistry, all of which administer health care services to the public and were represented among Let's Get Healthy! volunteers. These expanded job categories are important, as the National Institutes of Health Working Group on Precollege Engagement in Biomedical Science reported alarming trends that the current and developing scientific workforce may neither be fully prepared to address the increasingly complex nature of biomedical research nor reflect the diversity of students seeking careers in relevant fields (Yancy, 2014) . As biomedical research advances, they cite new job categories that will be constantly emerging (Yancy, 2014) . While they offer that there is no consensus on the optimal size, they highlight a need to cultivate cross-disciplinary science and opportunities that would bring new capabilities to the workforce (Yancy, 2014) . They urge that traditional categories describing the biomedical workforce (e.g., principal investigator, clinical scientist, postdoctoral researcher) need to be broadened to encompass the larger range of skills needed to produce the steady stream of highly capable, dedicated, and creative young minds prepared to tackle complex scientific and health challenges (Yancy, 2014) . Among these they cite clinical trial coordinators, biomedical engineers, grant managers, clinical nurses, computational biologists, technology transfer officials, science teachers, statisticians, veterinarians, science policy analysts, regulatory officials, and others (Yancy, 2014) , all of whom are critical for effective and innovative biomedical research. Furthermore, forecasts predict a shortage of public health workers coupled with a rise in need in coming years (Beck & Boulton, 2012) , together underscoring Precollege Engagement in Biomedical Science's ultimate goal of strengthening a cross-disciplinary biomedical workforce needed to further the National Institutes of Health's mission and public health goals at the institutional and community levels. Thus, our work supports biomedical workforce development by training a new cadre of individuals in human subject research in their own communities, while focusing on competencies rather than degrees. Our results are consistent with prior literature investigating sources of volunteer motivation, which found that volunteering to express humanitarian values predicted greater volunteer satisfaction and was mediated by enhanced meaningfulness of the work (Dwyer, Bono, Snyder, Nov, & Berson, 2013) . A fraction of health professionals and community members also reported career aspirations to start or advance in health careers, supporting the importance of experiential learning opportunities in research for identifying and solidifying health career trajectories. One of these first-time volunteers from a small rural community, though a retiring union steamfitter/plumber, reported that his community's fair made him realize that he had "missed his calling" and subsequently moved from his hometown to go back to school. He recently graduated with all prerequisites needed to apply for graduate school in order to reengage in the biomedical workforce as a health care provider (MD) with a special focus on public health (MPH). He reports, While I am older and disabled, this does not mean I am ready to be put out to pasture like a worn-out workhorse. I have many valuable aptitudes and abilities that I want to use while I am still alive. To a large degree, volunteering with Let's Get Healthy! was seeing myself in a different light. When I put on the white coat with the OHSU logo on it, I was a medical professional. Every young child, caring parent, and mature adult saw me applying myself competently. This simple fact seeded hope in me. I can make a difference! I can recycle myself by transitioning into a career that I won't have to be put out to pasture. There are many fulfilling opportunities for human service that I can do! In biochemistry terms, Let's Get Healthy! was the catalyst to overcome the barrier of activation energy.
Together, these results support engaging communitybased volunteer researchers to facilitate research, strengthen community research partnerships, and provide valuable experiential training in public health research for current and aspiring health personnel.
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